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incremental costs of staffing and isolation supplies forAIDS patients, incremental costs 

of staffingfor ventilator patients, andthe cost of Medicallyfragilepatients under age21 

who require skilled nursing care, shall be adjusted out based upon the flat rate payments 

made to the facility, in lieu of separately identifying actual costs. The cost of ventilators 

and related equipment shall be adjusted out based upon payments the facility, into 

lieu of separatelyidentifyingactual costs. Specialbilling procedures shall be obtained 

by the provider fromthe Medicaid Officeof Program Development. Theclass ceilings 

may also be exceeded in cases where Medicaid patientsare placed by the Agency for 

Health Care Administration in hospitals or in non-Medicaid participating institutions on 

a temporary basis pending relocation to participating nursing homes, for example, upon 

closure of a participating nursing home. The CMS Regional Office shall be notified in 

writing at least10 days in advance in all situations to this exception is to be 

applied, and shall be advised of the rationale for the decision, the financial impact, 

including the proposed rates, and the number of facilities and patients involved. AHCA 

shall extend the class ceiling exception for subsequent 6-month periods upon making a 

determination that a need for the exceptionstill exists and upon providingthe CMS 

Regional Office with another advance written notification as stated above. 

D. 	 EffectiveOctober 1, 1985, FRVSshallbeusedtoreimbursefacilitiesforproperty. To 

prevent any facility from receiving lower reimbursement under FRVS than under the 

former method where depreciation plus interest costs were used to calculate payments, 

there shall be a transition period in which some facilities shall continue to be paid 

depreciation plus interest until such timeas FRVS payments exceed depreciation and 

interest payments as specified in SectionV.E.l .h. At that time, a facility shall begin 

reimbursement under the FRVS. Facilities entering the program after October1, 1985 

that had entered into an arms length (not between related parties) legally enforceable 
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agreement for constructionor purchase loans prior to October1, 1985 shall be eligible 

for the hold harmless clause per Section V.E.1.h. 

E. Theprospectivelydeterminedindividualnursinghome's rate willbeadjusted 

retroactively tothe effective date ofthe affected rate under the following circumstances: 

1. An error wasmadebyAHCA in the calculation of the provider's rate. 

2. 	 A provider submits an amended cost report used to determine the rate in effect. 

An adjustment due to the submission of an amended cost report shall not be 

granted unlessthe amended cost report shall cause a change 1ofor more percent 

in the total reimbursement rate. The provider shall submit documentation 

supporting thatthe 1percent requirement is satisfied. This documentation shall 

include arate calculation usingthe same methodology and ina similar formatas 

used by the Agency in calculating rates. The amended cost report shall be filed 

by the filing date of the subsequent cost reporttheordate of the first field audit 

exit conference for the period being amended orthe date a desk audit letter is 

received bythe provider for the period being amended,whicheveris earlier. 

3. 	 Further desk or on-site audits of cost reports disclose a change in allowable costs 

in those reports. 

4. 	 Thesectionshallnotapplytothecase-mixadjustmentcalculatedin 

Section V.G. of this plan. 

F. 	 The Medicaid program shall pay a single level of payment rate for all levels of nursing 

care. This single per diem shall be based upon each provider's allowable Medicaid costs 

divided by the Medicaid patient days from the most recent cost report subjectthetorate 

setting methodology in Section V. of this plan. 

G.  	 Reimbursementofoperatingandpatientcarecosts are subject to class ceilings. Property 

costs are subject to statewide ceilings, which shall be the ceilings computedat July 1, 
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1985, for facilities being reimbursed under SectionIII.G.3.-5. of this plan. For facilities 

being reimbursed under V.E. 1.g. ofFRVS, the cost perbed ceiling shall be per Section 

this plan. Return on equity and use allowance are passed through and are not subject to a 

ceiling. 

H. 	 An incentive factor is available to providers whose-operating per diems are under the 

class ceiling andwho have provided qualityof care resulting in standard ratings on the 

license issued by AHCA pursuant to the provisions of Rule 59144.128,F.A.C. 

Additional incentive is available for providers ofwho have been granted superior quality 

care licensure ratings. Beginning with the July1, 1996, rate semester, incentive factor 

payments willno longer be made and a Medicaid Adjustment Rate be made 

pursuant to Section V.F. ofthis plan. 

I. A low occupancy adjustment factor shall be applied to costs of certain providers. 

J.Thefollowingprovisionsapplytointerimchanges in componentreimbursementrates, 

other than through the routine semi-annual rate setting process. 

1. 	 Requestsforrateadjustmentstoaccountforincreasesinproperty-relatedcosts 

due to capital additions, expansions, replacements, or repairs, or for allowable 

lease cost increases shall be considered in the interim between cost report 

submissions, except for the additionnew beds or if the cost of the specified 

expansion, addition, replacement, allowable lease cost increase or would 

cause a change 1 percent or more in the provider's total per diem 

reimbursement rate. For facilities being reimbursed under FRVS, property­

related costs shallnot be considered in any interim rate request. Adjustments to 
i 

FRVSratesforproperty-relatedcostsshall be madeonlyonJanuary 1 andJuly 1 F' 
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2. 	 Interim rate changes reflecting increased costs occurring as a result of patient 

care or operating changes shall be considered only if such changes were made to 

comply with existingStateor Federal rules, laws,or standards, and ifthe change 

in cost to the provider is at least$5000 and wouldcause a change of1 percent or 

more in the provider's current total per diem rate. 

(a) If new State or Federal laws, rules, regulations, licensure and certification 

requirements, or new interpretationsof existing laws, rules, regulations,or 

licensure and certification requirements require providers to make changes 

that result in increased or decreased patientcare, operating, or capital costs, 

requests for component interim rates shall be considered for each provider 

based on the budget submitted by the provider.All providers' budgets 

submitted shall be reviewed by the Agency and shall bethe basis for 

establishing reasonable cost parameters. 

. (b) In cases where new State or Federal requirementsare imposed that affect all 

providers, appropriate adjustments shall be made to the class ceilings to 

account for changes in costs caused the new requirements effectiveas of 

the date of the new requirements or implementation of the new requirements, 

whichever is later. 

3. 	 Interim rate adjustments shall be granted to reflect increases in the costof 

general or professional liability insurance for nursing homes if the changein cost 

to the provider is at least$5000 and would cause a change 1 percent or more 

in the provider's current total per diem. 

4. Interim rate requests resulting from 1., and 2. above must be submitted within 60 
i 

days after the costsareincurred, and shall be accompanied by a 12-month budget 

that reflects changes in services and costs. For providers being reimbursed under 
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FRVS, interim rateadjustmentsdue to capital additionsor improvements shall 

be made per SectionV.E.1.j. An interim reimbursement rate, if approved, shall 

be established for estimated additional costs retroactive tothe time ofthe change 

in services or the timethe costs are incurred, but not to exceed60 days before 

the date AHCA receives the interim rate request.The interim per diem rate shall 

reflect only the estimated additional costs, the total reimbursement rate paid 

to the provider shall bethe s u m  of the previously established prospective rates 

plus the interim rate. A discontinued service would offsetthe appropriate 

components of the prospective per diem rates currently in effect forthe provider. 

Upon receipt of a valid interim rate receivedafter August 31,1984,the AHCA 

Office of Medicaid shall determine whether additional information is needed 

from the provider and request such information within 30 days. Upon receiptof 

the complete, legible additional informationas requested, the AHCA Office of 

Medicaid shall approve or disapprove the interim rate request within60 days. If 

the AHCA office of Medicaid does not make such determination within60the 

days, the interim rate request shall be deemed approved. 

5 .  	 InterimRateSettlement.Overpayment as aresultof the differencebetween the 

approved budgeted interim rate and actual costsof the budgeted item shall be 

refunded to AHCA. Underpaymentas a resultof the difference between the 

budgeted interim rate and actual costs shall be paidto the provider. 

6.  	 Interimratesshallnotbegrantedforfiscalperiodsthathaveended. 

Interim rates for the additional staffing requirements effective January1, 2002 

and 2003 shall not be granted, as providers incurring additional costs to the 

new minimumstaffing standards will receive a “gross-up adjustment” as 

described in sectionV.B 4 . For the costs incurred fromthe additional CNA 
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staff hired during November 2002 and December 2002 to meet the January1, 

2003 staffing requirements prior to January 1,2003, interim rates will be 

considered in accordance with sectionIV.J 2 and 4 above for that period only, 

and removed January1 2003 due to the implementation of the gross-up 

methodology described inV.B.4. 

7. For costs incurred prior to January 1,2002 by providers who have submitted the 

supplemental 	schedule, the following methodology will be used: 

November 2001 = 50% of the additional costs as computed in section 

V.B4 on a daily per diem basis times the number in Novemberdays 

that costs were incurredto meet the January 1 2002 staffing 

requirements shall be reimbursed; 

December 2001 = 75% of the additional costs as computed in section 

V.B4 on a daily per diem basis times the number of daysin December 

that costswere incurred to meet the January 1,2002 staffing 

requirements shall be reimbursed. 

No costs will be recognized meet the newby providers incurring additional costs to 

minimum staffing standards prior to November1,2001. 

K. 	 The following applies to rate periods prior to July 1,1985: In the event that a provider 

receives a new licensure rating makinghim eligible or ineligible for any amount of 

incentive payments,his prospective reimbursement rate shall be changed to reflecthis 

new licensure rating and shall be effective beginning on thefirst day of themonth after 

the month in which thenew licensure rating became effective. For rates effective on or 

afterJuly 1, 1985,theincentivepaymentsbasedonlicensureratingsshallbecalculated L 
the ofprovisionsto Section V.D. below. --,- "-.., -r-, 

ix 111%",1111 
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L. 	 Effective April 1, 1999 there will be a case-mix adjustment, which will be paid as an 

add-on tothe patient care component of the provider's total reimbursement rate. The 

amount of the case-mix adjustment will be calculated pursuant to SectionV.G. of this 

plan. Effective January 1,2002,the case-mix adjustment will be eliminated 

M. Effective January 1,2002, providers will be required to complete a supplemental 

schedule fromthe Medicaid cost report filed to be used in the January1,2002 rate 

setting. Thedormation reported on the supplemental schedule will be used to rebase the 

patient care component of the Medicaid per rate and to calculatea "gross-up 

adjustment" to facility rates at January1,2002 for the increased staffing requirements. 

N. 	 AggregateTestComparingMedicaidtoMedicare42CFR447.272@)(2)(2002)provides 

that states must assure the The Centers for Medicare and Medicaid Services that "The 

Medicaid agency's estimated average proposed payment rate ...p ay no the in 

aggregate for...long-term care facility services the amount that...would be paid for 

the services under the Medicare principles of reimbursement."At any rate-setting 

period, if the aggregate reimbursement to be paid is higher than would be paid under 

Medicare reimbursement principles, the following steps shall be taken for that rate 

semester, in order,as necessary to meet the aggregate test: 

1. 	 The increase in property reimbursement due to indexingforFRVSshallbe 

reduced until the upper limit test is met for that rate semester. The amount ofthe 

property reimbursement rate paid under FRVS shall be reduced, but not below 

the initial per diem the provider received under This per diem is 

inclusive of all components of FRVS, including property, return on equity, taxes 

and insurance. 
;. 

2.Anyincentivepaymentsbrotherpaymentsthatexceed the projected cost rate 

shall be reduced on a pro rata basis until Medicaid aggregate payments are equal 
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to or less than the amount that would be paid for services the Medicare 

reimbursement principles. 

3. 	 If provisions 1 and 2 are implemented in order to meet the upper limit test, for a 

period of 1 year, thisplan shall be reanalyzed and formally amended to conform 

to the necessary program cost limits. 

0. 	 Payments made under this plan are subject to retroactive adjustment if approval of this 

plan or any part ofthis plan is not received fromthe federal Centers for Medicare and 

Medicaid Services (CMS). The retroactive adjustments made shall reflect the 

federal financial participation portions of payments due to elements of this plan not 

authorized by CMS. 

V. 	 Method 

This section definesthe methodologies to be used by the Florida Medicaid program in 

establishing reimbursement ceilings and individual nursing home reimbursement rates. 

A. Ceilings. 

1. 	 Ceilingsshallbedeterminedprospectivelyandshall be effectivesemi-annually 

on January1 and July1. Prior to July1,2004, the most current acceptable cost 

reports postmarkedor accepted by a common carrier by October3 1 or April30 

and received by November 15 theor May 15, respectively, of each year and 

provider's most recent reimbursement rates shall be used to establish the 

operating and patient care ceilings. Beginning July1, 2004, the most current 

acceptable cost reports receivedby AHCA, Bureau of Medicaid Program 

Analysis, Audit Services by the 3 1 andclose of the business day on October 

April 30 of each year or the close of the next business day if October3 1 or 

April 30 fall on a weekend, and the provider's most recent reimbursement rates 

shall be used to establishthe operating and patient care ceilings. The first cost 
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report submissions for all newly constructed facilities shall be used to establish 

the property cost ceiling. The first cost reportYear-end for these newly 

constructed facilities must be after October 1,1977.In addition, all facilities with 

year-ends prior to that the one-hundredth facility inan array from most current 

to least current year end shall not be consideredin setting the property cost 

ceiling. The ceiling for property computed here shall be for all facilities 

not yet being reimbursed underFRVS.The ceiling computedat July 1,1985 

shall beused beginning with July1, 1985 rates, and all subsequent rates for 

facilities until they begin receiving reimbursement underFRVS. For those 

facilitiesbeing reimbursed underFRVS,the cost per bed ceiling per Section 

V.E.1.g. of this plan shall be used. 

2. 	 For the purposeofestablishingreimbursementlimitsforoperatingandpatient 

care costs, four classes based on geographic location and facility size were 

developed. These classes are as follows: 

a. Size 1-100 beds - NorthernFloridaCounties 

b.Size 101-500beds-NorthernFloridaCounties 


C. Size 1-100 beds - SouthernFloridaCounties 


d.Size 101-500 beds-SouthernFloridaCounties 


For purposes of defining the four reimbursement classes, the
southern Florida 

Counties" shall be comprisedof: 

Broward Hardee-
Charlotte Hendry
Collier Highlands
Dade Indian River 
Desoto Lee 
Glades Martin 

Monroe 

Okeechobee 

Palm Beach 

Polk 

St. Lucie 

Sarasota 


All remaining Florida Counties shall be "Northern Florida Counties.'' 
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3. 	 As of July 1, 1994, two additionalreimbursementclasses shall bedefined as 

follows: 

a. Size1-1 00 beds - CentralFloridaCounties 

b.Size 101-500 beds - CentralFloridaCounties 

The "Central Florida Counties: shall be comprisedof: 

Brevard Manatee Pinellas 
Hardee Orange Polk 
Highlands Osceola Seminole 
Hillsborough Pasco 

The "Northern Florida Counties" and "Southern Florida Counties" shall be 

comprised of the counties enumerated in SectionV.A.2. less the "Central Florida 

Counties" as defined above. 

4.NursinghomesparticipatingintheMedicaidprogramasof July 1, 1994, and 

located in Hardee, Highlands, or Polk County, shall be "grand-fatheredin," and 

shall be considered as members of the "Southern Florida Counties" class, until 

such time that the "Central Florida Counties" class reimbursement ceilings for 

the operating cost and patient care cost components equalor exceed the 

corresponding July 1, 1994, "Southern-Florida Counties" class ceilings. The 

"grandfathered-in" provision shall be applied separatelythe operating cost 

and patient care cost components in each ofthe two facilitysize classes. That is, 

nursing facilities of a given size in Hardee, Highlands, and Polk counties shall be 

considered as members ofthe applicable "Southern Florida Counties'' sizeclass 

in the operating cost component until such timeas the "Central Florida 

Counties" operating cost component ceiling equalsor exceeds the July1, 1994, 

"Southern Florida Counties" operating cost component ceiling for that class. 

Nursing facilitiesof a given size in Hardee, Highlands, and Polk counties shall 
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